Authorization for Sharing

Health Information PerformCAR E

[Please print]

This form is used to share your protected health information (“PHI”) where required by federal and state privacy
laws. Your authorization allows PerformCare to share your PHI with the person(s) or organization(s) that you
choose. You can also choose to allow the person(s) or organization(s) to share your PHI with PerformCare. You
can cancel this authorization at any time by submitting a request to PerformCare. Contact Member Services at
1-888-722-8646 for Cumberland, Dauphin, Lancaster, Lebanon, and Perry counties, and 1-866-773-7917 for
Franklin and Fulton counties, for further instructions.

Part A. Member Information: (individual whose PHI will be shared)

Member First Name: Middle Initial:
Last Name: Member D (see ID card):

Member Street Address:

City: State: ZIP code:

Member Date of Birth: Daytime Telephone Number (with area code):

Part B. Recipient: (person or organization that will receive your PHI)

The following individual or organization has the right to receive my PHI:

Do you want the following individual or organization to also share your PHI with us? OOYes [INo

First Name: Last Name:

Organization Name (if applicable)

Address:

City: State: ZIP code:

Telephone Number (with area code):
Relationship to Member in Part A:

Part C. Description of the PHI to be Shared:

Tell us what types of PHI can be shared. You can check as many boxes as you want. At least one box must be selected.

[ Entire record. All PHI related to the provision of and payment for my health care benefits and services.
Federal law requires a separate authorization to share psychotherapy notes.

[ Special records. Some laws require you to give specific permission to share certain PHI. Please check the
boxes below for PHI that is OK to share. By checking these boxes, you give permission for all your records

containing that type of PHI to be shared. If you only want to authorize sharing of a subset of records, such as
records about only one diagnosis, fill out the “Only limited information” section below.

[ Genetic information [ Sexually transmitted disease

O HIV/AIDS O Abortion and family planning

O Substance or alcohol use O Communicable diseases

0 Mental/behavioral health O Information you have asked
(including inpatient treatment) us to treat confidentially

[0 Only limited information. In the box below, describe the PHI you want shared. Examples:
¢ The claim related to my service on [date]. ¢ Appeal information related to my claim on [date].
Please describe the information you want shared:
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Authorization for Sharing Health Information

Part D. Purpose of this Authorization

This authorization is valid for sharing of PHI for the following purposes. (Please check one or both boxes.)

O To help diagnose, treat, manage and/or pay for my health needs.
OR

O Forthe following reason:

This authorization shall be invalid if used for any purpose other than the purpose(s) stated above.

Part E. Expiration Date of this Authorization

This authorization is valid for sharing of PHI for the following purposes. (Please check one box.)

O I want the authorization to expire one (1) year after my coverage with PerformCare ends.
(See information below)*
OR

[0 Upon the following date, event, or condition*:

* PerformCare must be notified of the event/condition to cancel this authorization. In North Carolina and New
Jersey, this authorization automatically expires one year after the date it was signed, unless you choose an
earlier date. In New Hampshire, the authorization automatically expires two years after the date it was signed,
unless you choose an earlier date. In Louisiana, if you are requesting the sharing of genetic information, the
authorization expires sixty days after the date it was signed, unless you choose an earlier date. In the District
of Columbia, if you are requesting the sharing of mental health information, the authorization automatically
expires one year after the date it was signed, unless you choose an earlier date.

Part F. Approval: (You OR your Personal Representative must sign and date this form in order for

it to be complete.)

| understand that this authorization for sharing my PHI is voluntary and is not a condition of enrollment in
PerformCare, eligibility for benefits, or payment of claims. | understand that | may cancel this authorization
at any time by submitting a request to PerformCare, and that cancelling this authorization will not affect any
action taken pursuant to the authorization prior to my request to cancel. I also understand that if | cancel this
authorization, | should separately notify the individual(s) or organization(s) listed in Part B above if | wish

for those individual(s) or organization(s) to no longer share my PHI. | also understand that if the person or
organization | authorize to receive my PHI described above is not subject to federal or state health information
privacy laws, they may further share my PHI and it may no longer be protected by federal or state privacy
laws. | also understand that | or my personal representative have a right to receive a copy of this form and
to review my PHI that may be shared because of this authorization.

Member Signature: By signing below, | authorize the sharing of my PHI as described above.

Signature of Member: Date:

Personal Representative Information: By signing below, | authorize the sharing of PHI of the member as
described above. (A Personal Representative is a person who has the legal authority to act on behalf of an
individual, such as a parent of a minor. A copy of a Power of Attorney or other legal document must be on file
at PerformCare or submitted with this form.)

Printed Name of Personal Representative:

Address of Representative:

Description of Personal Representative’s Authority:

Signature of Personal Representative:

Date: Telephone Number:

Return the Completed Form to: PerformCare, 8040 Carlson Rd., Harrisburg, PA 17112 Fax

Number: 888-296-4002 or 888-987-5828 20ofls



Authorization for Sharing Health Information

Addendum to Authorization for Disclosure of Health Information

Verbal consent

We, the undersigned, attest that the member identified in Section A above is physically unable to sign this

for the member to sign.
Reason:

The signatures below indicate:

¢ The information on this form was communicated to the member.

e The member indicated their understanding of the information in this authorization.
® The member freely gave their consent.

authorization. Verbal consent does not replace the need for documentation showing that another person is the
member’s personal representative, and cannot replace this documentation simply because it is inconvenient

Method of communication to member:
O Phone

O In person

O Other (specify):

Witness printed name: Witness printed name:
Witness signature: Witness signature:
Date: / / Date: / /

PCPA_19450358-3
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Discrimination is against the law

PerformCare complies with applicable federal civil rights laws and
does not discriminate on the basis of race, color, national origin, age,
disability, or sex. PerformCare does not exclude people or treat them

differently because of race, color, national origin, age, disability, or sex.

PerformCare:

o Provides no-cost aids and services to people with disabiliti
communicate effectively with us, such as:

- Qualified sign language interpreters.

- Written information in other formats (large print, audio,
accessible electronic formats, other formats).

o Provides no-cost language services to people whose primary
language is not English, such as:

- Qualified interpreter services.
- Information written in other languages.

If you need these services, contact the PerformCare Member Services
number for your county.

Capital Area (Cumberland, Dauphin, Lancaster, Lebanon, and
Perry counties)

Member Services: 1-888-722-8646

TTY/TDD: 1-800-654-5984 or PA Relay 711

North Central Area (Franklin and Fulton counties)
Member Services: 1-866-773-7917
TTY/TDD: 1-800-654-5984 or PA Relay 711

We are available 24 hours a day, 7 days a week.

If you believe that PerformCare has failed to provide these services or
discriminated in any way on the basis of race, color, national origin,
age, disability, or sex, you can file a complaint with PerformCare and
send it to us at:

o PerformCare, 8040 Carlson Road, Harrisburg, PA 17112.

e You can file a complaint by mail, fax, or phone. If you need help
filing a complaint, PerformCare Member Services is available
to help you. Call the Member Services number for your county
located above or fax to PerformCare at 717-671-6555.

You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights, electronically
through the Office for Civil Rights Complaint Portal, available at
ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, DC 20201

1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at
www.hhs.gov/ocr/office/file/index.html.

Multi-language interpreter services

English: ATTENTION: If you
speak a language other than
English, language assistance
services, free of charge, are

available to you. Call:
1-888-722-8646 (1-800-654-5984
(TTY) or PA Relay 711).

Spanish: ATENCION: Si habla espafiol, tiene a su disposicién servicios
gratuitos de asistencia lingiifstica. Llame al 1-888-722-8646
(1-800-654-5984 (TTY)/PA Relay 711).

Russian: BHUMAHMUE: Ecnu Bbl rOBOpUTE HA PYCCKOM SI3BIKE, TO BaM
JIOCTYIHBI O€CIIIaTHbIE yCIyru nepesoja. 3sonure 1-888-722-8646
(1-800-654-5984 (TTY)/PA Relay 711).
Chinese: V1R : WIAEAE S0, AT DL A S IR .
FHINTE 1-888-722-8646 (1-800-654-5984 (TTY)/PA Relay 711).
Vietnamese: CHU Y: Néu ban noi Tiéng Viét, c6 cac dich vu hd trg ngon ngir
mién phi danh cho ban. Goi s6 1-888-722-8646 (1-800-654-5984 (TTY)/
PA Relay 711).
Arabic:

18 )l Juai) 1 5 )8 gia Lilaa Adlll Bacluce ciladd ()8 Ay jad) Caaaii i€ 1) zalkl)

.(1-800-654-5984 (TTY)/PA Relay 711) 1-888-722-8646

Nepali: €91l &oTe; IfE TS 9Tl Siesiges Hel, HINT HEAT

JTEE, 1 Yoeh, AU IUCISY T| TFIH : 1-888-722-8646
(1-800-654-5984 (TTY)/PA Relay 711)|

Korean: =2|: Bt E AIE0tAI= E2, A0 X2 MHIAE R&=2
OlEsta == USLICEH 1-888-722-8646 (1-800-654-5984 (TTY)/
PARelay 711) B1IC 2 H3toll =&AL,

Cambodian/Khmer: FURUHE USIOgASunwMmManigisgw
MENASSASIZUENULMAY §I000): 1-888-722-8646
(1-800-654-5984 (TTY)/PA Relay 711)¢

French: ATTENTION: Si vous parlez francais, des services d'aide
linguistique vous sont proposés gratuitement. Appelez le 1-888-722-8646
(1-800-654-5984 (TTY)/PA Relay 711).

B . . @ ¢ L & QC C [%) Y
urmese: 320030§)g|§§: P2CI2O D00 (D3PI IV OO
o%ee@aooogcoé 070§83250 970000 I O9P:0§6800ELEPS
i P ? c ° RIPPQPoy i (R
ooéo%m:q%géd]oaéu c513035: 1-888-722-8646

Lo 1L L
(1-800-654-5984 (TTY)/PA Relay 711).

Haitian Creole: ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou
lang ki disponib gratis pou ou. Rele 1-888-722-8646
(1-800-654-5984 (TTY)/PA Relay 711).

Portuguese: ATENCAO: Se fala portugués, encontram-se disponiveis
servicos linguisticos, gratis. Ligue para 1-888-722-8646
(1-800-654-5984 (TTY)/PA Relay 711).

Bengali: STOFST: I SN IR, RN SrEr ST=rseT (574,
AN GT BHNeTeh | o] PP 1-888-722-8646
(1-800-654-5984 (TTY)/PA Relay 711).

Albanian: KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té
asistencés gjuhésore, pa pagesé. Telefononi né
1-888-722-8646 (1-800-654-5984 (TTY)/PA Relay 711).

Gujarati: lctellot: %1 R YAl cletdl Slat dl eunt ustaL Acud
HgAHl Guaet . sl 52 1-888-722-8646
(1-800-654-5984 (TTY)/PA Relay 711).

PerformCARE’

pa.performcare.org

4 of 4



	Member First Name:: 
	Middle Initial:: 
	Member last name: 
	Member Street Address: 
	Member Address City: 
	Member Address State: 
	Member Address ZIP code: 
	Member Date of Birth: 
	Member ID #: 
	Member Daytime Telephone Number (with area code): 6: 
	The following individual or organization has the right to receive my PHI: 7: 
	Yes, you want the following individual or organization to share your PHI with us: Off
	Recipient First Name: 
	Recipient last name: 
	Organization Name (if applicable): 
	Organization address: 
	Organization address city: 
	Organization address state: 
	Organization address ZIP code: 
	Organization Telephone Number (with area code): 
	Relationship to Member in Part A: 
	Entire record: Off
	Special records: Off
	Genetic information: Off
	HIV/AIDS: Off
	Substance or alcohol use: Off
	Mental/behavioral health 19: Off
	Sexually transmitted disease: Off
	Abortion and family planning: Off
	Communicable diseases: Off
	Information you have asked us to treat confidentially: Off
	Please describe the information you want shared:: 
	To help diagnose, treat, manage and/or pay for my health needs: Off
	Only limited information: Off
	For the following reason:: 
	I want the authorization to expire one (1) year after my coverage with [Health Plan] ends: 
	 
(See inf: Off

	Upon the following date, event or  condition: Off
	Date of member signature: 
	Printed Name of Personal Representative: 3: 
	Address of Representative: 
	Description of Personal Representative’s Authority: 3: 
	Date of personal representative: 
	Telephone Number of personal representative: 
	Upon the following date, event or  condition*: 3: 
	Reason: 
	Phone: Off
	In person: Off
	Other: Off
	Other Specify: 
	Witness printed name:: 
	Signature of witness date: Month: 
	Signature of witness date: Day: 
	Signature of witness date: Year: 
	Witness printed name: 2: 
	Signature of second witness date: Month: 
	Signature of second witness date: Day: 
	Signature of second witness date: Year: 


